Introduction
============

Primary hyperparathyroidism is a common endocrine disorder. The vast majority of the cases are due to a single adenoma, followed by hyperplasia (15--20%) and parathyroid cancer (1%) \[[@R3]\]. This disorder is rarely diagnosed during pregnancy and it is the most common cause of hypercalcemia in pregnancy. It may be associated with severe complications (like in our case) and significant maternal and fetal morbidity.

Case description
================

A 38-year-old woman presented in the gynecological emergency unit complaining about massive upper abdominal pain and vomitus. The pregnancy to date of admission developed without any pathological findings in preventive medical examinations. When premature contractions in cardiotocography were seen, a primary tocolysis was started. Results of blood tests and abdominal ultrasonography lead to the strong suspicion of a severe exsudative pancreatitis (Table 1 [(Tab. 1)](#T1){ref-type="fig"}). The patient was transferred to the intensive care unit immediately. Due to a silent cardiotocogram during following surveillance an emergency caesarean section was performed in spinal anesthesia. In the following hours the clinical situation aggravated rapidly. The performed computer tomography showed a massive necrotizing pancreatitis. The further decay of vital signs (systolic blood pressure 70 mmHg) and development of a fulminant abdominal compartment syndrome (bladder pressure higher than 40 mmHg) necessitated emergency laparotomy. Intraoperative about 12 liters of hemorrhagic ascites could be aspirated, the whole greater omentum was covered with calcifications and the necrotic areas expanded down to the lesser pelvis (Figure 1 [(Fig. 1)](#F1){ref-type="fig"}). We performed a necrosectomy with the evacuation of the tissular debris and the abscesses followed by a vacuum assisted closure (VAC) of the abdomen. Subsequently, the patient's vital signs could only be stabilized with high doses of catecholamines. Additionally, haemofiltration was necessary to control an increasing acidotic metabolism as well as the hypercalcaemia. As hypercalcaemia is an unusual finding in pancreatitis we performed an ultrasound of the neck and found an adenoma of the left lower parathyroid gland. The strong suspicion of a primary hyperparathyroidism was confirmed with parathormone measurement which showed a massively increased level of 1,330 pg/ml (normal range 15--65 pg/ml). As a result of these findings we performed a relaparotomy postoperative day one. Intraoperative we observed a rapid progression of the necrosis and the whole intestine showed signs of a disturbed perfusion. After reapplication of the VAC system the neck was explored and a 4.5 g weighing adenoma of the lower left parathyroid gland was removed (Figure 2 [(Fig. 2)](#F2){ref-type="fig"}). In the following days the VAC system was changed every two days during maximum intensive care. Two weeks after primary surgery a subtotal colectomy, resection of the left pancreas, and splenectomy were necessary. After 2 more days the maximum intensive care was terminated due to complete gangrene of the intestine, liver necrosis, and uncontrollable candida sepsis. After 6 months the child was normally developed and healthy.

Discussion
==========

Lethal necrotizing pancreatitis postpartum due to primary hyperparathyroidism caused by a parathyroid adenoma can be considered as a rarity. It is associated with a significant increase in morbidity and mortality of mother and child \[[@R3]\], \[[@R4]\], \[[@R8]\], \[[@R9]\], \[[@R11]\], \[[@R12]\]. Due to the uncommonness of this metabolic disorder and its unspecific clinical signs, hyperparathyroidism may be overseen and its symptoms disregarded as pregnancy associated \[[@R5]\], \[[@R10]\]. Additionally, the serum calcium level is not a routine parameter determined in pregnancy. As a conclusion, we suggest serum calcium determination once in each trimester of pregnancy. If hypercalcaemia is detected, the parathormone level must be measured and an ultrasonography of the neck should be performed. In case of suspicious findings in these examinations, an MRI of the neck and the mediastinum is indicated to investigate the possibility of multiple or ectopic adenomas \[[@R6]\], \[[@R11]\], \[[@R15]\]. As a matter of course computed tomography and scintigraphy are contraindicated due to potential fetal impairment \[[@R10]\], \[[@R15]\], \[[@R17]\].

As a diagnostic investigation in case of acute abdominal pain in pregnancy an abdominal ultrasound should be performed. If there are signs of pancreatitis an MRI is required for clarification. Additionally in case of elevated serum calcium a measurement of the parathormone level and an MRI of the neck and mediastinum are indispensable \[[@R1]\], \[[@R2]\], \[[@R11]\], \[[@R15]\], \[[@R17]\]. Increased calcium level in combination with pancreatitis is suspicious of hyperparathyroidism as in most cases calcium level decreases in case of pancreatitis \[[@R11]\], \[[@R14]\].

In case of primary hyperparathyroidism without pancreatitis the adenoma should be surgically removed during gestation preferably in the second trimester. If pancreatitis occurs the parathyroid adenoma must be removed immediately. Parathyroidectomy carries a very low rate of complication even in urgent surgery \[[@R4]\], \[[@R5]\], \[[@R9]\], \[[@R13]\], \[[@R16]\], \[[@R17]\]. In contrast, it is unreasonably dangerous to wait until accouchement. In our case the complicated and lethal progress is due to the delayed diagnosis and adenoma resection \[[@R7]\], \[[@R8]\].

Notes
=====
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![Intraoperative photographic documentation: The whole greater omentum covered with calcifications and the necrotic areas.](IPRS-06-13-g-001){#F1}

![Intraoperative photographic documentation: Exploration of the neck. A 4.5 g weighing adenoma of the lower left parathyroid gland.](IPRS-06-13-g-002){#F2}
